INTRODUCTION
Acute pyogenic meningitis continues to be responsible for morbidity and mortality in the community despite the availability of effective antibiotic therapy. Debate concerning the timing of lumbar puncture has made acute meningitis a controversial subject once again. ' The disease itself is also changing rapidly, with an alteration in the relative contributions of the different pathogens. In the past Neisseria meningitidis was the most common pathogen isolated,2 but in the period between 1984-5 Haemophilus influenzae became the predominant organism isolated in cases of meningitis in the United Kingdom.3 The incidence of N. meningitidis rises to a peak every ten to twelve years. This phenomenon occurs in countries of the developed world, where peak incidence reported may be as high as 95/100,000 (Faroes 1981) .4 This contrasts with the dramatic epidemics which occur in the "meningitis belt" of Africa where incidence may exceed 1000/100,000.5 Recent medical and media attention has been focused on an upsurge in meningococcal meningitis.6 Although this represents an increase in the incidence of sporadic cases of meningitis the term "epidemic" is inappropriate. There are no previous surveys of acute non-viral meningitis and meningococcal septicaemia in an Irish community. We therefore present the clinical features, laboratory results, and outcome from a series of patients resident in the Southern Health and Social Services Board Area, Northern Ireland.
METHODS AND PATIENTS Twenty -six cases of acute pyogenic meningitis arising in the area of the Southern Health and Social Services Board between August 1984 and August 1985 were studied. The area has a population of 286,600 and is served by three main hospitals, Craigavon Area Hospital, South Tyrone Hospital, and Daisy Hill Hospital. All cases presenting to these hospitals are included. In addition to this, the medical records departments of the regional referral centres in Northern Ireland were consulted to find cases arising in the area but presenting elsewhere. Two additional cases were found by this means. The case records of the patients identified were obtained and a series of standard items abstracted and recorded on computer database. The diagnostic criteria for inclusion in the study were (a.) Culture of bacteria or fungi in the CSF, (b.) Culture of bacteria or fungi in the blood with >0 4 x 109/1 white blood cells in the CSF, or (c.) Culture of N. meningitidis in the blood.
RESU LTS
Twenty-six patients (10 females and 16 males) presented with pyogenic meningitis, of whom 22 were children under the age of 12. There was one case of neonatal meningitis (Escherichia coli). This gives a crude incidence of 9 1/100,000. More than half of the cases presented from January to March. In only one occasion, a sibling, was there any evidence of direct contact between cases. This child who presented with a purpuric rash was the brother of a boy with N. meningitidis septicaemia. Although there was no conformation by bacterial culture his case was included with a diagnosis of invasive meningococcal disease. The length of prodromal illness was less than 24 hours in eleven cases and less than 72 hours in a further seven. In six cases the patient had been unwell for up to a week, and the single case of cryptococcal meningitis presented after a period of six weeks of ill health. Consciousness was impaired in nine cases and four had convulsions before or shortly following admission. In only fourteen was meningism recorded. Eight patients with meningococcal septicaemia had a characteristic purpuric rash. Predisposing factors were present in three cases. One young girl developed a fatal meningitis following coagulase negative Staphylococcal colonization of her ventriculo -peritoneal shunt, and one man with pneumococcal meningitis had sustained a skull fracture in a road traffic accident six years previously. The patient with cryptococcal meningitis had normal granulocyte counts and immunoglobulin levels: antibodies to the human immunodeficiency virus were not detected. He was, however, a keen pigeon breeder. All but one of the patients had a positive culture in either CSF or blood. Seven cases had positive blood and CSF culture, 14 had positive CSF culture alone, and 3 cases of N. meningitidis were diagnosed by blood culture alone. N. meningitidis was the most common organism isolated (13 cases): five of these were found to be group B and three group C, one organism would not agglutinate any of the typing sera available and in four grouping was not performed. This implies an incidence of 4-6/100,000 for N. meningitidis during the period of study. H. influenzae type B was responsible for five cases and Streptococcus pneumoniae for three. Other organisms isolated included Streptococcus pyogenes (2 cases), E. coli (1 case), Staphylococcus albus (1 case) and Cryptococcus neoformans (1 case).
Culture of blood and CSF, together with peripheral neutrophilia were the most useful laboratory tests. Nine of the patients had a CSF glucose of less than 1 0 mmol/l. An organism was demonstrated on direct examination of the CSF in less than half of the cases. This is usual in cases of meningococcal septicaemia, but was also found for other pathogens. A rise in CSF white cell count was found less often in cases of meningococcal disease mainly due to patients presenting with the septicaemic form of disease. In four patients, examination of the CSF on admission was completely normal. In two this was expected since their presentation was predominantly septicaemic, but in a further two cases no explanation could be found. These were all later culture positive. The details of the laboratory investigations are set out in the Table. 
